Experience during the last three years with nasotracheal intubation in children with acute epiglottitis indicates that a period of intubation of 8-12 hours after the institution of appropriate antibiotic therapy is satisfactory in most patients. Shortening the period of intubation should have benefits to the patient. A shorter period of intubation should provide less opportunity for complications to develop and allow earlier discharge.
During the last ten years, prolonged nasotracheal intubation has become accepted, in almost all major paediatric centres, as the definitive treatment for laryngeal obstruction in acute epiglottitis. The morbidity from the procedure and the incidence of complications make it preferable to tracheostomy when attending medical personnel are familiar with the procedure. 1
Reports from various centres indicate that the usual period of intubation is between one and four days.2.4 During the first five years' experience with nasotracheal intubation in acute epiglottitis at this centre, the mean period of intubation was 33 hours.1 More recently, the period of intubation has been significantly shortened with consequent benefits to the patient. typical clinical features of a 6-12 hour history of a febrile illness, stridulous breathing, the absence of a harsh cough, and marked constitutional disturbance. The appearance of the epiglottitis at intubation or on visualisation of the pharynx some hours after admission in the patients not intubated was confirmatory evidence. Haemophilus influenzae type B was grown from blood in 25 of the 26 children who had not received chloramphenicol or ampicillin before blood was drawn for culture.
MATERIALS AND METHODS
Chloramphenicol was administered to all patients, intravenously for about 36-48 hours and then orally for a further three days.
All patients were admitted to the Intensive Care Unit where skilled medical and nursing staff were available for 24 hours a day. Patients who had signs of respiratory distress or hypoxia were intubated under anaesthesia following the technique described previously. 1 Those not intubated were observed in the unit for about 24 hours.
Patients were extubated when their general condition had stabilized, they no longer appeared toxic, the temperature had fallen below about 38°C and there was no obvious air leak around the tube. The tube was removed without prior visualisation of the larynx. In the first 18 months of the period reviewed, tubes were rarely removed after about 1600 hours in Anaesthesia and Intensive Care. Vol. VIlf, No. 4, November, 1980 case the patient developed obstruction again during the night. More recently they have been removed anytime up to about 2200 hours.
After a further 48-72 hours observation in hospital, patients were discharged home.
RESULTS
There were no deaths in this series. Thirty-six of the 45 patients were intubated. Three were intubated for periods in excess of 30 hours. Two had on presentation, the pattern of pulmonary oedema as described by Travis, Todres and Shannon 5 and required ventilatory assistance for three and seven days respectively. The third patient requiring prolonged intubation developed cerebral oedema following a respiratory arrest in another hospital prior to transfer. He required ventilatory assistance for four days.
The mean period of intubation in the remaining patients was 14 hours with 16 being intubated for less than 12 hours. The shortest period was 45 hours. The times of intubation are shown in Table 1 . Only one patient required re-intubation. He was accidentally extubated after nine hours' intubation when he was still febrile and had evidence of p~rsisting laryngeal obstruction, Follow-up of the intubated patients has shown that none has developed any evidence of subglottic narrowing or other complication of the intubation. The infant who had a respiratory arrest prior to transfer has persistent brain damage. 
DISCUSSION
The results indicate that many children with laryngeal obstruction due to acute epiglottitis can be successfully treated with quite a short period of nasotracheal intubation. It may well be that a period of between eight and 12 hours is adequate in the majority. Patients in this series with periods of intubation between 12 and 8 hours were often ready for extubation late in the day and extubation was then deferred until morning. This practice has now been modified to allow most patients to be extubated within 8-12 hours.
Shortening the period of intubation reduces further the uncommon problems such as tube blockage, patient discomfort and perhaps subglottic obstruction although this latter complication has not been seen in this unit in over 2,000 children intubated for periods in excess of four hours. It allows most children to be discharged home within 3-4 days. There would seem to be little justification to recommend tracheostomy now in the treatment of acute epiglottitis in centres with personnel skilled in the management of prolonged nasotracheal intubation.
Nasotracheal intubation is effective and safe in the management of acute epiglottitis and with the short intubation time demonstrated in this study, even more acceptable. While not all patients in this series were intubated, such a policy can only be justified in an institution where skilled assistance is immediately available should signs of hypoxia develop. In all other instances, immediate intubation on diagnosis is mandatory.
